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There is no satisfactory 
substitute for a fixed bridge 


FIXED BRIDGEWORK | 
CAN BE MORE BEAUTIFUL 


The development of interchangeable fac- 
ings with a translucent incisal tip has en- 
abled us to produce far more esthetic 
bridgework. The translucent tip eliminates 
the opacity present when facings are com- 
pletely backed with metal. Because these 
facings have been specifically designed for 
bridgework, another complaint has been 
minimized — the unsightly display of 
metal in the interproximal spaces. 


Allow us to construct your fixed 
bridgework. You will be pleased. 


THE DRESCH LABORATORIES COMPANY 


335 Superior Street 
TOLEDO, OHIO 
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Unless dentists soon change their attitude toward 
the services of dentistry, a situation will develop 
that will destroy or hamper the further progress of 
the profession. 

Who is to blame for the situation that exists is 
difficult to state, but a mess it is! Extractions, sur- 
gery, fillings, inlays and the services of ‘preventive 
dentistry" are generally ‘‘sold’’ at fees that barely 
cover the overhead. ‘Plates and bridges” make up 
the loss. 

Plates and bridges’’ are the services of dentistry 
that are easy to sell. These the patient sees and 
receives something tangible for his money. How- 
ever, in emphasizing this tangible something, too 
many dentists have resorted to the merchant's 
methods for selling his wares. Materials in the den- 
ture are emphasized to a degree well beyond their 
importance, while the health factors involved are 
entirely forgotten or given slight attention. 

Patients because of this method of ‘‘selling’’ 
eventually become price conscious and judge the 
value of all dentures by their weight and color. To 
too many patients it never occurs to evaluate con- 
tingencies and their personal chances for successful 
denture service. Thus every denture that fails to 
give complete satisfaction becomes a reflection on 
the dentist's ability. The next dentist's willingness 
to guarantee his ability on the case may then become 
a reflection on the entire profession. 

As long as dentists follow the line of least 
resistance and emphasize only the merchandise 
appeal, the intimate relationship of prosthetic 
dentistry to health will continue to be minimized. 
Prosthetic dentistry must be established as an essen- 
tial health service, as a service essential to chewing, 
a necessary process in digestion and therefore related 
directly to the condition of the stomach and other 
organs. Prescriptions for appliances must be speci- 
fied by the DENTIST, who has diagnosed not only 
the case but the patient. It is not enough to complete 
the operative work in a few visits and entrust to 
the laboratory the further responsibility, including 
the design or the prescription for the appliance. 
How non-biologic prosthetics has become is indi- 
cated when laboratories advertise, “If we accept the 
impression, we guarantee the fit.” These labora- 
tories, like some of their dentists, forget if they 
ever knew that patients differ and their chance for 
success in denture work varies with personal con- 
ditions. To them, the biologic side of denture service 
must rank in importance with the biologic side of 
custom made shirts. 

Unless reform is soon made in the methods which 
are now used, those who recommend the creation 
of separate classes of dentists have powerful argu- 
ments. 

J. J. NEVIN ~ 
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A FACTOR IN COMMUNITY 


by 
F. FERN PETTY, D.D.S. 


Presented at the Annual meeting of the Los Angeles Dental Society 


The community is a classical demonstration of 
co-operative endeavor among human beings. It is 
one in which the individual seeks what he believes 
are the practical benefits of collective comfort and 
security, which are obtained at the price of personal 
restrictions, reguiations and conformances. 


Most generally the community is considered as 
having geographical limits but in the strict sense 
this is not true. For, it may constitute a few persons 
banded together at a crossroad, or, it may embrace 
a whole commonwealth, an entire continent, or 
even, possibly. the world. 


But, basically, a community is formed as an in- 
strumentality through which the common interests 
and common objectives of persons may be promoted. 


This structure has its foundation on the social 
responsibility of its citizenry. But it fabricates its 
super-structure from the separate and special abili- 
ties and aptitudes of the many individuals among 
its constituency. And it follows logically that each 
individual expresses the measure of his social re- 
sponsibility to the community by the degree of 
conscientious performance he delivers in his par- 
ticular skill. 


Among the wide variety of protections and con- 
veniences which the community offers it is becoming 
more widely understood, none is so vital and far- 
reaching in its benefits as that which provides com- 
munity health. 


It can be safely stated that without this funda- 
mental the other functions of group living might 
be rendered impracticable. The growth of com- 


munities into populous metropolitan areas has pre- 
sented a continuous challenge in matters pertaining 
to public health. These great concentrations have 
brought with them these inevitable hazards, and 
their eventual conquest will provide a lasting testi- 
monial to the vision, training, and resourcefulness 
of those engaged in this necessary phase of empire 
building. 

The definition of community health is a variable 
which must be viewed with a variety of interpreta- 
tions and estimates. 


We may conceive of community health as the 
highest possible state of well-being among a com- 
munity—one in which every individual is well and 
free from disease and defect of every kind. This is 
a concept and there are many obvious reasons why 
it is an unattainable objective, however desirable 
it is. 

Again, we may express the ideal of community 
health as the highest health level practically main- 
tainable among the public, if all known techniques 
and therapeutic measures possible were effectively 
and continuously applied to all health care. This 
would be based on what community health could be. 
And, to a large extent, would be determined by the 
skill and integrity of those professionally prepared 
to meet public health needs. Also, by the agin 
application of all these knowledges and skills ap- 
plied to the public’s needs with the public’s co- 
operation. 

These ideals undeniably provide the avenues 
along which our thinking and planning must be 
directed. But we are forced to begin our considera- 
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tion of community health as of the conditions in 
which we actually find it. And in determining these 
conditions we must resort to the statistics developed 
from the state of health of every individual in the 
community at a given time, and obviously this is 
where our practical thinking must start. 

However, these statistics themselves, as carefully 
recorded and delineated as they may be, are only 
relatively accurate. I am sure that constituted health 
authorities would be the first to admit that better 
methods of compiling health data are yet to be 
devcloped. 

We find these records incomplete because of a 
varicty of reasons; the failure to report communi- 
cable diseases in order to avoid quarantine restric- 
tions; the secrecy maintained in vencreal diseases 
for social reasons; and the clement of faulty diag- 
nosis, which probably provides as many statistical 
crrors as any other factor. It would scem the only 
absolutely dependable computations are the death 
records. And these catalog a person after he is no 
longer of value to the community, and, as such, no 
longer a health problem. 


In determining the place of oral conditions as a 
factor in community health we are confronted at 
the outset with this most important basic obstacle — 
we have little public health records concerning the 
relative prevalence of oral and dental discase, which 
means that we know little or nothing about the 
actual state of oral health. 


As a profession we havc becn satisfied to validate 
our knowledge of oral conditions by empirically 
stating as a fact that dental caries is the most wide- 
spread disease with which humanity is afflicted. This 
has been supported by various statements concern- 
ing school children surveys, which have revealed a 
startlingly high percentage of this disease. But they 
havc stopped with this discase-~-dental caries. While 
thesc findings have an impressive statistical valuc 
they have in no wise portrayed a true panorama of 
relative oral health, to any major degrce, for this 
involvcs a much wider ficld of investigation and 
analysis. 

And further, we have becn inclined to rest. our 
case concerning oral conditions on such loose cvi- 
dence as that revealed in the original report of our 
military survey concerning the prevalence of bad 
oral conditions among our inductces. | wonder if 
we arc aware that these were bascd on a relatively 
low level of dental requirements, and that even 
these original low requirements have since becn re- 
adjusted downward, as nceds have devcloped for 
increased military manpowcr. 

It is worthy of comment that cven the highest 
standard in all this general military survcy, although 
it revealed a high percentage of rejectecs, could not 
be accepted by us as showing much actual cvalua- 
tion of oral conditions in community health. 


These foregoing statements while providing fac- 
tual information of a sort, are of such general char- 
acter as to be of little actuarial value in relation to 
general or local health problems. 


If dentistry as the logical custodian of oral con- 
ditions is an imperative health service—as we know 
it to be—and oral conditions are a factor in com- 
munity health, it is evident we have little if any 
statistical data to convince the community that this 
contention is a fact. 


Some months ago, I examined a study of selected 
pre-payment plans, sponsored by component groups 
of the American Medical Association. These plans 
were significant for their prominence, size, and 
generosity of health benefits. They included such 
organizations as the Michigan Medical Service, the 
California Physicians’ Service, and the Medical Ex- 
pense Fund of New York. I also examined some 
other varied programs for wage earners. In each of 
these surveys there is a column indicating the status 
of dentists in relation to the plans. Almost without 
exception we find such statements, ‘No provisions 
for dental provisions’ —"Dental 
services never discussed, reason—little actuarial ex- 
pericnce.” I particularly noticed that the California 
Physicians’ Service has nothing all to say about 
dentistry.' 

Even where dentistry has been provided, such as 
in the Consolidated Edison Company, in New York, 
and similar plans, it has been very limited in char- 
acter. And it would seem these ideas have been 
forced to develop without the aid of recourse to 
public health conclusions concerning oral health 
conditions. 


I pose the question, how can we cver expect to 
become a health science without statistical data, 


which not only pictures the incidence of oral health © 


or ill-health, but which also statistically and may I 
say dramatically establishes the importance of oral 
conditions as a factor in public health. 


When we have donc this we will be able to and 
will undoubtedly be called upon to ascertain the 
various etiological influcnces modifying oral discase 
and the influence of oral disease on gencral health. 
We will then be able to analyze and cvaluate such 
community influence as climate, soil composition, 
and mincral elements which form metabolic back- 
ground of food ingestion and water supply. We 
will be better able to understand the significance of 
occupational variations; the ccrebrative as against 
the manual; the physically active as against the 
sedentary. We will then be able to explore effects 
of temperamental considerations, the nervous and 
the phlegmatic. We will better understand the cffect 
of cndocrines on tooth development and the inci- 
dence of dental decay. We will be able to devclop 
better relative understanding of the fundamentals 
of hereditary tendencies. 
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These are all important and are destined to play a 
great part in the further scientific development of 
dentistry. But in considering dentistry as a health 
service they can mean little until we have first es- 
tablished, by other data, that oral conditions are a 
factor in community health. Yes, we say they are but 
can we prove it? All these phases of study must 
eventually develop their analytic summarics from the 
background of community statistics. And their great- 
est significance to humanity will have to be mani- 
fested from the correlation of these results with 
other public health records. Then, and only then, 
can a composite picture be formed accuratcly show- 
ing the causative factors in oral disease and their 
relation to community health. 

This only emphasizes how fundamentally im- 
portant the intelligent understanding of oral con- 
ditions in communities actually is as a foundation 
for establishing the wider responsibilitics which 
dentists will surely desire to assume. 

It might be offered as an excuse that the body 
politic has never expected such information of us 
and, this is the truth. But in the very fact that they 
have not expected this of us lies a significant chal- 
lenge to the profession of dentistry as a health ne- 
cessity—and to us as dentists who administer oral 
health service to the public. 


It is a well recognized fact that the community 
expects statistical records from its component cle- 
ments, wherever it assumes these compilations to be 
beneficial to the public. This applies to industry, 
business, and professions. By this measure what shall 
we presume, then, as the public’s evaluation of oral 
conditions as a health factor? 


It is impossible to consider community health 
problems without involving public attitudes. It is 
equally impossible to consider oral conditions with- 
out considering dentistry as a science and art and, 
dentists as a collection of individuals. Then it should 
be well for us, as dentists, and as arbiters of the 
condition of the human mouth to awaken to this 
lack of public interest. We must begin ridding our- 
selves of some misconceptions which may delude 
us. Progress demands that we move outside of the 
four walls of our present thinking into the wider 
vistas of community perspective, and health leader- 
ship. 

We must understand that the public knows little 
concerning oral conditions. Even if any degree of 
concerted thought has been given to these problems 
by the public as separate individuals, what they be- 
lieve has been largely colored by the avenue through 
which their information has been gained. Many of 
these avenues, as we know only too well, have pro- 
duced the inaccurate expressions of the most bizarre 
commercialism. What the public expects in the de- 
velopment of treatment and procedure in this field 
of health is equally nebulous. 


In estimating public opinion, it should be ap- 
proached, perhaps, by the more accurate and con- 
crete method of considering what the public thinks 
of dentistry as a factor in community health. And 
in determining this we would be immediately forced 
to disassociate two factors—Dentistry, the science 
and art,—and the dentist as an individual. The two, 
while integratcd in a professional sense, are quite 
separate entities, and it is within the realm of pos- 
sibility in some instances, antagonistic. 

The dentist, as an individual, moves through his 
own professional and social sphere, enjoying a 
unique and highly acceptable position within his 
community; and, particularly, in the minds of his 
paticnts, by whom he is trusted and, often revered. 
“My Dentist’'is a term which the average layman 
uscs with a certain degrec of personal pride. Though 
totally unprepared to form even the rcmotest rcla- 
tive estimate, the patient presumes and proposcs that 
his particular practitioner is among the select group 
of technical perfectionists, and within the choice 
bracket of uncanny professional wisdom. 

Nor should this be decried, for the clement of 
confidence is a most important and neccssary bond 
betwcen the patient and the dentist. This is not only 
a desirable condition, for its possible therapeutic 
value to the patient, but also for its professional 
and economic value to the dentists. 


If, however, individual patients were asked con- 
cerning their concepts of dentistry as a factor in com- 
munity health, it is logical that they would express 
that perspective through their appraisal of the indi- 
vidual dentists. This might be complimentary to the 
dentist but utterly lacking in truc values dctermin- 
ing the public’s estimate of the importance of this 
subject. 

Gauges of public status and public valucs are more 
often revealed by indirection. Is it not challenging 
that the profession of dentistry has not yet achieved, 
in the public mind, the dignity of being considered 
a carcer by the classical definition accorded some of 
the other professions, such as literaturc, theology, 
and engineering ? Is it not an arresting fact that the 
encyclopedia in its catalog of great men, has listed 
no name of any dentist who was placed in the cate- 
gory of fame because of his achievement in den- 
tistry ?—-and that even among dentistry’s listing of 
its great doctors that they developed their claim to 
recognition in some other avenuc? Is it significant 
that not even the name of the great and_ revered 
G. V. Black, the father of modern dentistry, and 
the beloved patriarch of us all, has not been ac- 
corded the distinction and appreciation of encyclo- 
pedic reference? There are a dozen other Blacks 
mentioned, one of these because he was an clectri- 
cian. What do we think when we find that Hayden 
and Harris, who founded the first school of den- 
tistry, have received no mention among these ref- 
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erences? Does this represent public estimation of 
the accomplishment of dentistry and its dignity? 


There are other fields of exploration more vital 
than those which deal with our professional dignity, 
however. These are the established instructions 
within our commonwealth, dealing with the gen- 
eral welfare. In the diagnosis of our present posi- 
tion we should observe these and critically analyze 
theii procedure relating to our profession, in order 
to evaluate their real attitudes. For they represent 
and embody some of the most significant sphere of 
influence upon our professional progress, and, in 
which our efforts must eventually make themselves 
felt. 


What do the national government and our na- 
tional legislators express as their attitude toward 
oral conditions as a factor in community health. 


Much apprehension has developed within the 
constituency of dentistry arising from the evident 
determination of a national health program directed 
toward the healing arts. This finds its concentrated 
expression in the statements and printed forms con- 
cerning the health provisions of the Social Security 
Act, as included in the Wagner Bill, No. 1161, 
which has been presented to the Congress for 
consideration. 


This bill sets up, in essence, a governmental struc- 
ture, concerning health, out of which can come pro- 
cedures vitally affecting our interests. It can project 
its ramifications through our entire social scheme. 
Its proponents feel that it embodies the important 
- basic essentials required for public health needs. 


It would be somewhat revolutionary in character 
and operation, and, I am not alluding to it at the 
present moment for discussion, either pro or con. 
I am only using it as an example in arriving at a 
public estimate of dentistry, or rather, of oral con- 
ditions as a health factor. 


Many members of our profession have been 
ge and relieved over the evident intent of the 
ill, in its present form, since it relates in the main, 
to the practice of medicine. The fact that dentistry, 
as a health factor has not been specifically men- 
tioned in the wording of this bill—that it has been 
referred to in the most casual and corollary sense 
has given some a pleasant feeling of deferred im- 
pact upon our profession—a “‘stay of execution” — 
as it were. 

Our profession can honestly receive no solace 
from our lack of specific inclusion in this via health 
consideration. This Bill is a culmination of planning 
and wording, as the result of many years of careful 
study. It incorporates the various important ele- 
ments of previous health bills, and health plans, at- 
tempting to offer a means by which the mass public 
may economically reach up to adequate medical 
service and by which medicine may, with equal 
practicality, reach down to meet public health needs. 


Yet, dentistry, has not been included, at least not 
to all practical purposes. It would seem, through this 
carefully intended omission, that dentistry and oral 
health considerations have received the most pro- 
nounced repudiation at the hands of public authori- 
ties in health matters. Legislation is the highest form 
of expression of public attitude. And this Bill pre- 
sents most clearly a public attitude concerning den- 
tistry and oral health, which gives our profession 
cause for the most serious thought. 


In our conception of who the public is we are apt 
to forget that the public consists of everyone except 
the dentist. With that thought in mind we can find 
no more classical example, expressing the public 
attitude, on community health matters than the phy- 
sician,—nor one of greater importance to us. For 
the close association of the physician and the den- 
tist can eventually prove to & the most important 
of all forces combined to further the development 
of general community health. But this association 
must be based upon a better reciprocal understanding 
and clear concepts concerning the problems in the 
respective fields of each, both of which fields have 
a common goal. 


Regardless of cordial personal relations between 
these professions it would seem there is little to 
indicate a mutual integration of knowledge and 
understanding at the present time. 


Perhaps no clearer evidence could be demon- 
strated of the medical profession's attitude toward 
oral health conditions than that presented in our 
armed forces. For, in this field, in the last analysis, 
medicine controls the dental personnel and dental 
policies of procedure. The Army and Navy are com- 
munities in the strictest sense of the definition. Cer- 
tainly, if the medical concept as represented by the 
medical corps, felt that oral conditions were an 
important factor in community health, there would 
be an ideal setting in which to demonstrate it. 


The professional personnel, as represented by the 
dental corps, is on salary and is therefore free from 
the strain of competitive economics. The greatest 
abundance and variety of clinical material is at hand 
and, what is more, the patients can be forced to ac- 
cept dental examination and dental care. 


Of late there has been considerable pointed and 
critical comment upon the subordination of our mili- 
tary dental corps in general policies of treatment and 
inequities of rank and promotion. The casual use of 
our officers in minor roles, and lack of authority in 
matters of medical and dental supply presents just 
cause for complaint. But these inequities are only a 
part of the picture. What they indicate is even more 
important—that dentistry and its mission of oral 
physiology and oral health are not considered essen- 
tial to general health and efficiency of our armed 
forces. 
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It indicates that dentistry still continues to be re- 
garded as only a utility factor for keeping our sol- 
diery in the line of combat duty. This program of 
expediency expresses itself in the limited fields of 
pain relief ; the removal of known foci of infection, 


and furnishing simple fillings and mechanical aids, . 


for maintaining reasonable ability to chew military 
rations. It is not yet determined whether this is due 
to arrogance of medicine or the lethargy of the 
dental corps. 


It indicates little change in the philosophy exist- 
ing during the Civil War when the only military 
dental requirements were that the incisors should be 
good enough for the mechanical _— of biting 
the paper off the powder charge of the muzzle load- 
ing musket. 


The attitude of medicine and of the physician 
manifests itself to some extent in private practice. 
During the last thirty years, since focal infections 
have assumed significance in systematic disease, phy- 
sicians ‘have enlisted the services of dentists in a 
campaign of wide-spread extraction of teeth. Often- 
times these extractions were indicated and were asso- 
ciated with many seemingly spectacular recoveries 
from general ailments. Many times, however, these 
procedures did more harm than good, and, it is not 
unfair to say that frequently they were recommended 
as a last resort of treatment in obscure physical dis- 
abilities, and often proved to be of no value. 


Every physician realizes the basic fundamental— 
that when the function of a vital organ is impaired 
the body suffers. But, what the physician seems not 
to understand is that the mouth is a vital organ and, 
when its function is impaired, the body suffers also. 
There seems to be no general concept as yet in the 
practice of medicine that the maintenance of the 
integrity of the human mouth is of vital importance 
to the health of human individuals, and therefore, 
to the health of the community. 


Even the repeated protestations by medical health 
authorities concerning the importance of dental and 
oral health, fail to bear the fruit of conviction in 
the formulations of their health programs, their 
budgetary requests and monetary allocations, toward 
this important field. Even the examining physician 
for the epee minded insurance companies, in 
his careful physical survey, rarely gives more than a 
cursory glimpse in the mouth of the prospective 
client. 

These statements speak for themselves, in reveal- 
ing these most important spheres of public estimate, 
concerning oral health; and, while medicine has 
shown a genuine interest in oral focal infections, as 
related to systematic disease, it is doubtful that the 
average physician considers the vitally important 
and wider field of mouth physiology and mouth 
maintenance, as little more than a commercial trans- 
action between the patient and the dentist. 


While we have chosen purposely these examples 
of community estimates because of their particular 
importance to our profession, there are many others 
which would demonstrate the same general apathy 
concerning the importance of oral conditions in 
community health. We may be disturbed by these 
which we have delineated for they express more than 
mere apathy—they amount to a positive denial of 
the importance of our profession in the public health 
picture. 


However, we may as well face the fact, that we are 
never going to be able to deal with public attitudes 
until we understand them. And further, we are 
never going to convince the public that dentistry is 
a high calling of health until we have first con- 
vinced ourselves of that idea. We are forced to 
believe that dentists have shown little conviction, 
as yet, that oral conditions have any particular com- 
munity health significance. 


When the time comes that we are able to demon- 
strate our belief that oral conditions are an impera- 
tive health factor, and stand together as a profession, 
in the responsibility of furthering that belief, we 
will no longer be underestimated and ignored in this 
field of community influence. 


We have ‘not hesitated to indulge in a realistic 
appraisal of others in this discussion—let us then 
be willing to turn the harsh light of analysis on 
ourselves. 


What do we, as dentists, indicate concerning our 
attitude on this problem, in the conduct of our own 
practices? How far, and in what direction does the 
perspective of dentistry as a health service proceed 
in our own minds? Do we, as professional men, 
have the conscientious conviction that community 
health begins in our own offices? Do we feel we 
have an obligation of stewardship as agents in solv- 
ing public health . In the realm of diag- 
nosis, how many of us have spent the time and effort 
to keep abreast of the best available methods in this 
field? Do we consider a diagnosis as a mere tabu- 
lation of cavities and spaces providing opportuni- 
ties for dental work? Do we believe we can make a 
comprehensive oral diagnosis with just X-Rays, a 
mouth mirror and an explorer? When we view the 
X-Ray map of the teeth, by the flood light of the 
view box, does the disintegration of the bone, 
around the tooth, mean anything more than a 
pyorrhea socket. ? 


Do we make a differential diagnosis to determine 
whether this bone destruction is due to local gingival 
irritation; systematic involvements; or, the tooth’s 
misdirected association with its opposing members ? 
Or, perhaps that it is a combination of all three? 


In our study of interproximal decalcification, 
which the X-Ray reveals, can we differentiate those 
caused by dietary deficiency; those showing heredi- 
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tary tendencies ; and those caused from fermentation 
and careless mouth hygiene? Can we give good rea- 
sons for making study models, if we do? And can 
we give good reasons for not making study models, 
if we don’t? 

Do we think we can make an intelligent differen- 
tial diagnosis of bone destruction around a tooth 
without both the X-Ray and the study model? 


How sincerely do we apply the findings of a 
good diagnosis? How far have we maintained a 
rugged adherence to the principles of proper and 
capable treatment? Have we permitted the caprice 
of the patient, and his economic status, to be the 
final governing factor in the decision of therapeutic 
procedure ? Or, have we to the best of our knowledge 
and ability insisted upon the treatment indicated ? 

Do our restorations merely fill the cavities and 
spaces, and seal the margins without regard to the 
actual physiological purpose of the tooth? Do we 
evaluate the necessity for maintaining mouth in- 
tegrity? Do we realize that the potential factors 
of mouth disintegration are often evident for a score 
of years or more before the patient is aware of it? 
- Do we take to heart the medical truism previously 
stated that if the function of any vital organ is im- 
paired, the body suffers and the general health is 
reduced? Do we look upon the mouth as a vital 
organ? 

Do we prescribe our prosthetic replacements with 
the same callousness and indifference that a mer- 
chant sells jewelry ? Do we value our prosthetic serv- 
ices according to the weight and color of the ma- 
terials used? Do we simply take the impressions and 
then leave the responsibility for diagnosis and pre- 
scription to the laboratory? Do we justify our fees 
in prosthetics by rendering it as a distinctive and 
important health service ? Do we expect laboratories 
to guarantee our work for the patient? Do we as- 
sume that the laboratory knows more about pros- 
thetic techniques and materials and accept their 
judgment above our own? 


Do we by our own procedures, then, indicate our 
belief that conditions of the mouth are a really im- 
portant factor in the health of individuals? Do we 
view a patient who comes under our care, as a mem- 
ber of society in need of health attention, and as 
such a part of the health level of the community ? 
Or do we observe merely a new link in the chain 
of our economic security? 


I contemplate these as interrogations that each of 
us may arrive at his own analysis and conclusions. I 
am sure their consideration is worth while for all 
of us. And the answers may stimulate new perspec- 
tives in considering our part in the destines of oral 
health. 

Dentistry, the science and art, through its accumu- 
lated knowledge has so much to offer to the health 
of human beings through establishing and main- 


taining the integrity and physiological functions of 
the human mouth. 

It offers the possibility of a whole and healthy 
mouth, free from distorting and disfiguring mal- 
formations in the life of the child. 

It offers to the community health and community 
welfare a perfect beginning of the cycle of digestion. 
And through the maintenance of a healthy func- 
tioning mouth, the compensating overload on the 
other organs of metabolism is avoided. The main- 
tenance of a healthy functioning mouth precludes 
the possibility of foci of infection originating in the 
mouth. This healthy oral condition -is a definite 
community factor and contributes to the full hap- 
piness and efficiency of active adult life upon which 
the community so greatly depends. 

If accident injures the oral integrity, no other 
field which offers restoration of function, through 
prosthetic appliances, is remotedly comparable to 
dentistry, in the beauty and perfection of function 
it attains in its restorations. 

Dentistry provides the privilege of doing so 
much for the comfort and joy of living even into 
old age. In this regard it offers more than medicine, 
for it has better answers to the problems in the field 
of dentistry than medicine has in the field of medi- 
cine to ease the declining years of human beings. 

After all, it isn’t how long we live but how well 
we live—not how expensively we live but -how hap- 
pily. And dentistry has much to offer that has yct to 
be utilized in behalf of human well being and hap- 
piness. It has even greater possibilities ahcad than 
those which it has now available. 

But dentistry’s knowledge and dentistry’s mission 
of health can only be administered through the in- 
dividual dentist, to the individuat of the community. 
And by the integrity with which we prepare our- 
selves and perform our service to the individual, 
we will express the measure of our social responsi- 
bility to the community and, in turn, the community 
will clothe us with greater dignity, and greater 
influence in the fields of community health. 

The public gives us the privilege of practicing 
our profession and we may limit our vision to mercly 
using it for making a living; but, to devclop public 
significance and public approval our profession 
must by our thinking, planning and action prove that 
oral conditions are a major factor in community 
health. Then we will be accorded our just and cquiv- 
alent position as a health profession. Let us never 
forget that privileges may be conferred, but rights 
must be earned. 

Let us dedicate ourselves to the proposition that 
dentistry is the art and science which attempts to 
obtain and maintain the highest physiologic con- 
ditions in human mouths, and do our full share in 
applying these principles in behalf of our com- 
munity. 
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The introduction last month by Governor Warren 
of his compulsory health insurance bill started an 


. avalanche of similar legislation in California. The 


C.I.0. sponsored a compulsory health insurance 
bill to provide care as needed to afl people of the 
State. Like the Warren bill, it is to be financed by 
equal employee-employer contributions of 114%. 
Unlike the Warren bill, compensation to physicians 
would be on a capitation basis rather than fee per 
service. The California Medical Association, not 
yet willing to accept the principle of compulsory 
health insurance, presented its bill. Unlike the 
Warren and C.I.O. bills, it does not involve new 
taxation. 

The bill of the California Medical Association 
would amend the present Unemployment Insurance 
Act to include health service without additional 
cost to workers or employers. The C.M.A. bill 
would allow employees through voluntary member- 
ship in any non-profit hospital and/or medical pre- 
payment plan to draw upon their unemployment 
insurance for medical, surgical and hospital atten- 
tion. To encourage development of voluntary plans 
percentages ranging from 15 to 50 would be 
deducted from the workers’ State Unemployment 
Insurance payroll payment and allowed him as a 
credit on voluntary health insurance premiums. 


Public hearings have been concluded on 13 health 
insurance bills. These bills, with amendments, revi- 
sions and corrections, will be presented when the 
Legislature reconvenes in March. 

California’s newspapers have published rather 
comprehensive reports on the public hearings. Albee 
Slade, Legislative Director of the C.I.O., stated the 
California Medical Association’s plan, essentially 
the California Physicians Service, has been in exist- 
ence for five years, and has enrolled only 100,000 
of the State's 7,000,000 population. ‘Federal social 
security board tables show that the lower income 
groups spend proportionately far more for medical 
and hospital service, yet receive far less than better 
paid groups,’” Slade commented. 

“California workers are willing to pay their share 
of a 3 per cent payroll deduction to create such a 
statewide health insurance system Employers would 
pay half of the 3 per cent. 


“This would raise an estimated $170,000,000 to 
$190,000,000 annually to be expended in guaran- 
teeing all medical and hospital care for approxi- 
mately 6,000,000 persons—an average of $2.50 a 
month.” 

Siade mentioned that the C.1.O. plan would dis- 
tribute the costs of medical care, improve public 
health, boost industrial production, reduce absen- 
teeism, and result in eventual full health insurance 
for the entire state. 

Howard Hassard, attorney for the California 
Medical Association, presented medicine’s opposi- 
tion to compulsory health insurance as ‘‘regimenta- 
tion.” He pointed out that of the $866,000,000 
collected by California in 1944 under the existing 
Unemployment Insurance Act, a reserve of $632,- 
000,000 now exists. He stated that without further 
payroll deductions this surplus fund could be used 
to encourage workers to join voluntary non-profit 
health insurance groups, such as the California 
Physicians Service. To support his argument he 
contended that California’s reserve in Washington 
might be lost if unemployment insurance is ever 
““federalized.” This argument he offered to counter 
those spokesmen who stated the unemployment in- 
surance reserve should not be reduced. 

“Our idea,” Hassard said, “is to establish a sys- 
tem of social insurance, encouraging the people of 
this state to become enrolled in non-profit medical, 
surgical or hospital prepayment plans.” 

Commenting upon the “credits” of the unem- 
ployment fund to be allowed those who join volun- 
tary health insurance plans, Hassard stated these 
peg should be permitted: a 15% credit of the 

1% payroll payment for joining a voluntary hospi- 
talization insurance group; a 35% credit for par- 
ticipation in a medical insurance setup; a 50% 
allowance to cover voluntary membership in a com- 
bination group plan. 

Robert Gilbert, technical adviser to the American 
Federation of Labor, Central Labor Council, read 
a statement which supported the broad outlines of 
Warren's proposal, but recommended the principle 
of capitation and fee basis of payment of physicians 
rather than Warren's straight fee per service basis. 
This system, said Gilbert, guarantees payment to 
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the doctor. It also takes the financial drain off the 
administrative machinery of the plan. 


John Hunton, Executive Secretary of the Cali- 
fornia Medical Association, opposed the Warren 
bill and stated that it would cause an annual deficit 
of $100,000,000 to $180,000,000. The principle 
of voluntary insurance was supported by Ralph 
Walker, Executive Director of the Blue Cross Hos- 
pitalization Plan of Southern California, who cited 
that voluntary plans are increasing at the rate of 
3,500,000 persons per year. 


Dr. Lowell S. Goin, President of the California 
Medical Association, denounced compulsory health 
insurance as a plan which would make the doctor 
an instrument of the State. ‘“The CMA opposes all 
compulsory bills and all that have come to their 
attention. It is also the opinion of an overwhelming 
number of doctors,” he said. 

Of 3,217,000 men rejected by the army for poor 
health and disability, according to a report by Sen. 
Claude Pepper, Dr. Goin said the majority were 
“congenital” cases who would not have been aided 
by health insurance. 


The opposition of manufacturers and industry 
to compulsory health insurance was expressed by 
Paul Shoup on behalf of the Los Angeles chapter 
of the Merchants and Manufacturers Association. 
He commented, “If these bills do not express a 
policy that is a long step towards state socialism, 
then what is state socialism?” It was the opinion 
of Shoup that compulsory health insurance “violates 
the spirit of the republican form of government 
guaranteed by the American constitution and en- 
croaches on rights reserved to the people.’ He also 
stated that California workers have not asked for 
such legislation and he described the employers 
under such laws as the “forgotten men,’”” who pay 
the tax and get nothing in return. Also — to 
the proposed compulsory health insurance bills were 
representatives who appeared in behalf of other 
associations, business groups and property owners. 


Dr. William F. Henry, representing the Cali- 
fornia Chiropractic Association, presented a petition 
with approximately 40,000 names urging inclusion 
of chiropractors in any plan that is adopted. Osteo- 
pathic approval of the principle of compulsory 
health insurance on the basis of free choice of 
practitioner was expressed by Dr. Glen D. Cayler, 
of the California Osteopathic Association. A repre- 
sentative of the Christian Science Church stated 
that Christian Scientists will not oppose compulsory 
health insurance, provided the plan adopted clearly 
exempts such groups as do not believe in organized 
medicine from paying a tax, either as employees 
or employers. 

The position of dentistry and dentists in all of 
these bills is very indefinite. At best, limited dental 


benefits are planned, unless organized dentistry in 
California can justify a more comprehensive pro- 
gtam of dental care. This not too encouraging 
reference to dentistry appeared in the Los Angeles 
Daily News on February 15, 1945: “Actor-Assem- 
blyman Albert Dekker spoke a few nights ago at 
a meeting of insurance men, explaining the various 
health bills which were introduced at Sacramento. 
He was discussing the People’s health bill, No. 449, 
introduced by Assemblyman Vince Thomas of San 
Pedro, when a man in the audience asked why 
dentists weren't included. ‘“Take it easy,” cautioned 
Dekker, ‘‘let’s not cross our bridgework until we 
come to it.” While Assemblyman Dekker’s com- 
ment is facetious, it illustrates one of the basic 
problems that must be anticipated in planning the 
position of dentistry in any health program: in- 
difference towards dentistry and its value to general 
health and well being. Dr. Petty’s paper, ‘Oral 
Conditions as a Factor in Community Health,” 
discusses this problem in as complete and fascin- 
ating manner as we have yet seen. 


The present attitude of the California and 
Southern California Dental Associations towards 
the legislation is expressed in these comments by 
Dr. A. W. Lufkin, Editor of ‘The Journal of the 
Southern California State Dental Association’’ 
(February 1945): 


“Previous to the meeting of January 7th, 
Governor Warren had disclosed to representatives 
of the medical and dental professions that he would 
introduce into the next session of the California 
State legislature a comprehensive compulsory health 
insurance bill. Governor Warren invited represen- 
tatives of medicine and dentistry to sit in con- 
ference with him and his staff in preparing the bill. 
Dentistry was represented by Dr. Charles Gray of 
Sacramento and Dr. Ernest Sloman, representing 
the Joint Legislative Committee of the two State 
Dental Associations. As a result of the Governor's 
declaration of intent, together with subsequent 
discussions with dentistry’s representatives, a joint 
meeting of the Councils of the two State Associa- 
tions was called for the stated purpose of deciding 
whether or not dentistry would participate in 
Governor Warren’s compulsory health insurance 
program. 


“The joint Council did not at any time either 
support or deny the principles of any health insur- 
ance program. There may be a wide gap between 
the act of participation in and the endorsement of 
any proposal. There are many men now fighting 
for the survival of the individual who do not sub- 
scribe to the principle of global warfare to settle 
international differences of opinion. 


“The object of the meeting having been ex- 
plained, discussion was entered into and continued 
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until early afternoon. During the discussion it was 
revealed that the C.1.0. also would introduce a com- 
pulsory health insurance bill into the next session 
of the legislature. The C.I.O. bill, written at that 
time in skeleton form, does not call for dental 
benefits, and remuneration is to be on a capitation 
basis. Governor Warren’s bill does call for dental 
benefits and he has asked the dental profession the 
formula by which dental services may best be made 
available. 


“During the entire session discussion and debate 
were held to the primary business of the meeting. 
It was not the best spot in the world to be in, and 
from the rather sober and intent attitude of the 
councillors, they were well aware of their respon- 
sibility. 

“Discussion brought out the following points. 
Two or more compulsory health insurance bills 
are to be introduced. Dentistry can assist in guiding 
the formulation of the dental aspect of at least one 
plan. It is easier to mold any legislation while it 
is in the formative state and still plastic than to 
attempt changes when a bill is “frozen” even into 
a skeleton form. The administration of a compul- 
sory health insurance act will be through a com- 
mission. By participation, the inclusion of a dentist 
on the commission will be more likely, if not certain. 
It is desirable that a dentist be a part of any admin- 
istrative body which controls dental practice. 


“The proposed Federal plan, designated as the 
Murray-Wagner-Dingell Bill, is not acceptable to 
dentistry because it excludes dentists but ‘hot den- 
tistry. A state or group which has a plan satisfactory 
to the Federal Government will not be forced to 
accept a Federal plan. The objectionable features of 
the Murray-Wagner-Dingell Bill might be elimin- 
ated by participation in a state plan. 


“There are some services common to both pro- 
fessions, namely extractions, oral surgery, treatment 
of fractures and Vincent's infection. Dentistry 
should be given the privilege of competing in this 
field, whether the services be under primary or 
additional benefit clauses. 


‘The points enumerated were discussed at length 
and in part formed the basis for decision. The 
Joint Legislative Committee also has studied this 
problem as long ago as twelve years. There is much 
more to this subject than appears on the surface. 
The Council on Dental Health of the Southern 
California State Dental Association, with its many 
sub-committees has studied this problem for two 
years. The Council has wisely chosen to include in 
its discussion representatives of labor, sociologists, 
educators, and many other representative persons 
in order to gain a wider knowledge of attitudes 
other than professional. The efforts of all com- 
mittees concerned have been directed to the end 


of preserving the best elements in the present struc- 
ture of dentistry. Briefly stated, recommendations 
made have sought to eliminate the usual limitations 
of practice imposed on dental benefits in a health 
plan, that is, limitation through materials used, type 
of service and limitation by predetermined fees. 


“This brief summary may serve to explain the 
position taken by the two Councils in joined session. 
The actual motion as passed reads as follows: 


“It was moved by Rutledge and seconded by 
Moose that if and when it becomes expedient and 
necessary for dental services to be included in any 
proposed legislation that the formula described as 
“limitation by dollar value,” be used.’” 


The action in California should be carefully 
observed. It is possible and probable that none of 
the present bills will be passed. If that happens, 
rumor has it that the C.I.O. will present their bill 
to popular referendum in the next election. The 
chances of its acceptance then are good as has been 
indicated by all polls of public opinion. Governor 
Warren intends to fight for passage of his bill. 
On February 19 he stated that he would deliver 
a series of radio speeches advocating adoption of 
compulsory health insurance. 


Warren took issue with the contention of the 
California Medical Association that compulsory 
health insurance would be too costly. He stated 
that if a compulsory insurance plan would be too 
costly, a voluntary system as an alternative would 
also cost too much money. “I don’t know what they 
are figuring on,” Warren said, ‘‘but I do know that 
one way health insurance can be attacked is to make 
it seem too expensive.” 

The fight for health insurance in California 
promises to be interesting. In San Francisco the 
California Medical Association served notice that 
it intends to do “everything in its power to keep 
the hands of politicians from controlling the prac- 
tice of medicine in California.” Declaring unquali- 
fied opposition to all compulsory health insurance 
bills before the State Legislature Dr. Lowell S. Goin, 
association president, said it is impossible to write 
enough “safeguards” into the proposed measure. 

Of particular interest, of course, is what will 
happen to dentistry in all this legislation — what 
conception of dental care will be established and 


. recommended by the leaders of dentistry in Cali- 


fornia. 

If you have not already done so, read “A Basic 
Plan for the Protection of Dentists and the Public’ 
by Don MacQueen. It appeared in the December 
1944 issue of TIC. Read, too, the splendid thought- 
provoking paper, ‘Oral Conditions as a Factor in 
Community Health,” by Dr. F. Fern Petty in this 
issue. 
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To your chain of broken dreams, add one more: 
the miraculous postwar world that is only awaiting 
the end of the fighting. Plastic cars, prefabricated 
homes shipped in packing cases, televised FM 
radios that deliver miniature morning newspapers, 
refrigerators that freeze, dehydrate and pop out 
ice cubes at the flick of the proper button, fantastic- 
ally shaped trucks and trains, an airplane in every 
garage; how soon do you think these wonders will 
be ready for the hands of ‘those willing to create 
them ? 


To a nation tired of war talk, these mental chil- 
dren of designers have been interesting diversions 
and almost sources of hope. 


So well received have their announcements been 
that even now their parents are concerned about 
their postwar influence. Can these mental children, 
designed for our amusement, be rushed to birth? 
From much of the recent advertising, by no means 
all, has disappeared the tendency by manufacturers 
to exaggerate the marvels of the postwar products. 
One of the cleverest examples of “debunking” was 
the cartoon “Crystal Gazer’s Postwar Dream’”’ dis- 
tributed by the Zenith Radio Corporation. 


True it is, that at the end of this war, all of us 
will have worn out, used up, and eaten practically 
everything we own. We will need cars, radios, re- 


frigerators, washing machines, etc. Will we want 
what will be available? Will a limited market be 
sufficient to maintain steady production? No busi- 
ness ever prospered on emergency needs. The desire 
to have something better and something newer is 
needed as a spur. Manufacturers are afraid now the 
public may not believe that the mental children, al- 
though conceived, must pass through a birth period. 
They fear too many people will want to sit the mar- 
ket out. How long will they sit it out? 


It took a year for industry to convert to war. In 
converting to war production manufacturers were 
guaranteed their full production by the Government. 
How long will it take to reconvert to peace? No 
guarantee will be given for peacetime production. 
How far will business gamble? 


Happily, this country will end the war with bil- 
lions of dollars in war bonds in the hands of millions 


of br a Will these bonds be cashed? Will such a 
su 


den rush of cash to market cause inflation? Will 
the Government, fearing inflation from such a 
source, freeze the bonds and establish procedures for 
their orderly redemption ? 


Millions of women have entered industry. Half 
of them may go back to their homes, kitchens, and 
children. What will happen to the others? Will em- 
ployers want to release this trained help and assume 


*Reprinted from Pennsylvania State Dental Journal, February, 1945. 
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the responsibility of training new people in an accel- 
erated peace production program ? Will these women 
prefer their jobs to their homes? Will they compete 
in the labor market against men? Many industries, 
before the war, hired women because they were 
cheaper. Will they try to hold them for the same 
reason? Can unions—will unions control the em- 
ployment of women? Recently a personnel survey 
in Los Angeles found that 75% of these women 
intend to continue in industry. 


Millions of people over 40 years of age are enjoy- 
ing opportunities in industry that would in normal 
times be denied them. Will these people past 40 be 
retired by business? It is not impossible. They are 
slower than younger people and demand more 
money because of their experience and responsibili- 
ties. It is not so long ago that an organization existed 
in Chicago for the sole purpose of creating oppor- 
tunities for people past 40. Many will have saved 
for a rainy day but their savings will not last in- 
definitely. Will advancing the eligibility for old age 
benefits from 65 to 60 years solve the problem? 


What will happen to our colored people? Many 
are now enjoying new privileges in employment. 
Some of them believe that it was Roosevelt, not Lin- 
coln, who freed them from slavery. Will they be 
content again to sweep and clean, to accept jobs 
that are beneath the dignity of the white man? How 
effective will the F.E.P.C. (Fair Employment Prac- 
tices Commission) prove when there is no scarcity 
of labor ? 


What will happen to those workers who are to- 
day receiving incomes swollen by overtime and dou- 
hle time? When the rush ends, will not the need 
for hurried production slacken? Will these people 
be able to live on their basic salaries? Several large 
industrialists now insist that for the postwar period 
family incomes must be maintained at their present 
high level. 


How soon will soldiers start to return? Will old 
jobs be waiting for them? Will they want their old 
jobs? These fellows will be several years older and 
encumbered with new responsibilities. Some of 
them will be service-trained skilled radio techni- 
cians, pilots, photographers, printers, draftsmen, 
automobile mechanics, electricians, pharmacists and 
dental technicians, etc. What about those veterans 
who were not employed previous to their entrance 
into service? It is estimated that there are approxi- 
matcly 4,000 new graduates in the dental corps of 
the Army, Navy, and Public Health. How many den- 
tists and physicians are there in service who have 
never practiced under circumstances that have been 
so personally satisfactory financially and_profes- 
sionally ? 


Men in service want to know what is going to 
happen to them when the nation stops singing war 
songs. Some answers are being given them. Several 
large organizations have made surveys to determine 
the jobs that they can efficiently assign to the phys- 
ically handicapped. Many well-intentioned people 
are advocating that veterans be given priority in 
employment. If such a priority is made effective, 
what will happen to many of those who are now 
employed, including the fathers of these same boys 
and other family men who stayed home? How can 
a guarantee for the employment of veterans be en- 
forced without creating hardships? How soon will 
industry be able to absorb these veterans and provide 
jobs for all others willing to work? 


We are in the era of miraculous prosperity now. 
We are seeing the factories, mines, and fields idle 
during the great depression, put to work. Thirteen 
million able-bodied men and women who back in 
the 1930's were willing but unable tc find a job, are 
all gainfully and profitably employed. With twelve 
million men and women in the armed services we are 
closer to a full employment economy and the full 
use of our production facilities than we have ever 
been. A recent estimate placed the gross value of 
products manufactured in 1942 at $152,000,000,000 
compared with $ 88,000,000,000 in 1939. With 
twelve millions in the armed services our production 
in December 1942 was better than double that of 
1959. 


In reciting these factors I’m not trying to assume 
a pessimistic attitude. I'm trying to stress those con- 
ditions and circumstances which must be considered 
in peace plans. Peace plans may be a great deal more 
dithicult to develop than war plans. Peace plans will 
not have the glamour of patriotism and single all- 
out devotion to a mutual cause. 


That this postwar period is being considered with 
appropriate scriousness is reflected in the great num- 
ber of government agencies and business organiza- 
tions who are devoting full time and study to its 
exploration. These agencies are planning the plight 
of the farmer, public works projects, housing, rehab- 
ilitation of conquered countries, changes in transpor- 
tation that may be the result of expanded trucking 
and air freight and passenger planes, future foreign 
policies, roads neglected by the obligations of 100% 
war production, our maritime position, the return 
to private life of the soldier and care of disabled 
veterans and their families. 


The Government has company in its planning. 
Business has its groups at work on the problem. 
Probably the best known group engaged in this 
work is the Committee for Economic Development 
headed by Paul Hoffman, President of the Stude- 


| 


baker Company. This group is assisting small busi- 
nesses to cut down the time required for reconver- 
sion, and to increase their pre-war production. 


To the work of the Committee for Economic De- 
velopment add the wise planning of the U. S. Cham- 
ber of Commerce and other business groups. If you 
think that these government agencies and business 
groups are capable of solving the problem, add more 
than fifty non-government agencies engaged in re- 
search and education. These groups are influencing 
the social and cconomic development of our coun- 
try, foreign relations, etc. Add ten groups who are 
worried about the racial and religious relationships 
after the war. They are planning against the possi- 
bility of race riots, pogroms, and a Ku Klux Klan 
which flourish in an economically upsct country. 


The list of postwar planners can be lengthened 
indefinitely by addition of special groups in labor, 
political and farm organizations, civic and _ state 
governments and special committees within most 
large companics. The extent of the planning should 
impress and disturb the man who thinks that plastic 
cars will.solve the unemployment problem and that 
we will drift into an era of prosperity such as we 
have never known. 


__ A proper attitude towards these peacetime prob- 

lems may help to justify in your mind some of the 
social programs that are being advocated. Legisla- 
tion, remember, follows trends in public opinion. 
Legislation docs not stop trends. If the majority of 
people believe that the welfare of its citizens is the 
concern of the State, the opposition of minority 
groups will not prevail long. The Constitution, The 
Bill of Rights, and the Bible are all subject to indi- 
vidual interpretation. ‘Security for everyone,” with 
public approval, might conceivably be justified as 
one of the promises of the original Bill of Rights. 


Some day we may regret that Congress did not 
extend the life of The National Resources Plan- 
ning Board. Among other things, it recommended 
consideration be given to: 


“1. Measures to encourage the healthy and ag- 
gressive development of private enterprise, 
to stimulate initiative and resourcefulness of 
management and to open the channels of 
investment opportunity, large and small; 


Measures to prevent the abuse of economic 
power, or monopolistic privilege, and to 
check the wasteful exploitation of the na- 
tion’s resources; and 


"3. Measures to eliminate avoidable uncertain- 
ties and needless burdens in the laws affect- 
ing enterprise and in their administration.” 


The National Resources Planning Board gave us 


a new Bill of Rights: a promise of adequate security 
for every citizen: 


1. The right to work, usefully and creatively 
through the productive years. 


No 


The right to fair pay, adequate to command 
the necessities and amenities of life in ex- 
change for work, ideas, thrift and other 
socially valuable service. 

3. The right to adequate food, clothing, shelter 
and medical care. 


The right to security, with freedom from fear 
of old age, want, dependency, sickness, un- 
employment and accident. 


=> 


5. The right to live in a system of free enter- 
prise, frce from compulsory labor, irrespon- 
sible private power, arbitrary public author- 
ity and unregulated monopolies. 


6. The right to come and go, to speak or be 
silent, free from the spyings of secret politi- 
cal police. 

7. The right to equality before the law, with 
equal access to justice in fact. 


8. The right to education, for work, for citi- 
zenship and for personal growth and happi- 
ness. 


9. The right to rest, recreation and adventure, 
the opportunity to enjoy and take part in an 
advancing civilization. 


This ‘New Bill of Rights’ very closely interprets 
public opinion. Several months ago, the Gallup Poll 
found that seventy-four percent of our people want 
the government to guarantee jobs for men in the. 
armed services. Eighty-nine percent believe that old 
age and unemployment insurance under the present 
Social Security Act is a good idea. Ninety percent 
are of the opinion that all people should be included 
in these benefits. EIGHTY-FIVE PERCENT 
FAVOR A TAX PLAN TO CARE FOR PEOPLE 
WHEN THEY ARE SICK. 


Fortune Magazine, in an earlier poll, found that 
67.7% of the people feel that the Government 
should provide jobs for everyone able and willing 
to work but unable to get a job in private industry. 
57.8% want the government to guarantee compensa- 
tion for everyone unable to find work until they can 
find work. 74.3% WANT THE FEDERAL GOV- 
ERNMENT TO COLLECT TAXES TO PRO- 
VIDE MEDICAL CARE FOR THOSE WHO 
NEED IT. 


S 1161 (Wagner-Murray-Dingell Bill) is one of 
many postwar plans. It puts into legislative form 
the result of these public opinion polls. It is not 
simply a bill to provide compulsory health insurance. 
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In addition to the medical benefits, S 1161 provides 
for the extension of present social security benefits 
to larger groups of our population, additional un- 
employment insurance benefits, a national system 
of public employment offices, and special benefits 
for the service man. So much cmphasis has been 
placed on the health insurance aspect of the bill 
that these other features are unfamiliar to many 
people. It is, as a matter of fact, these other features 
of the bill that have attracted the impressive oppo- 
sition by business interests to federal health insur- 
ance. Business men who have long employed physi- 
cians on a salary basis now vociferously applaud the 
virtucs of private practice on a fee-for-service basis. 


In a period when some form of health insurance 
docs secm inevitable, there must be more construc- 
tive planning by the health services. Too often oppo- 
sition to an idea discourages thinking about it. We 
become so obsessed with our own opinions that we 
begin to believe that the world shares them. Den- 
tists, in recent months, have been so flooded with 
propaganda against compulsory health insurance 
that some of them are beginning to see things. 
Many swear that they saw the pendulum swing. 
Those who persist in this belief, overlook the cause 
of sickness insurance and the strength of its sup- 
porters. 


Compulsory health insurance is no new idea in 
this country. In 1915 the Standard bill provided for 
compulsory health insurance for all manual work- 
ers and other cmployees recciving less than $100 a 
month cxcept government employees, home work- 
ers and casual employees. In 1916 the bill was intro- 
duced in the legislatures of New York, Massachu- 
setts and New Jersey. In 1917 twelve state legisla- 
tures considered the bill. Under the Icadership of 
Teddy Roosevelt, the Progressive Party in 1912 en- 
dorsed it. Governor Al Smith, in his message to the 
New York legislature in 1919 advocated compul- 
sory health insurance. Powerful lobbies combined to 
insure its defeat. 


From 1920 until 1932 when the report from the 
Committce on the Cost of Medical Care was pub- 
lished, public intcrest in health insurance scemed to 
have Iessencd. In the period from 1935 to 1943, 
compulsory health insurance was proposcd in cleven 
states. Five federal bills have been introduced in 
recent ycars. 


It is not the purpose of this paper to arguc for or 
against health insurance. Statistics are available to 
show that a large portion of our population cannot 
afford adequate medical care on the present bass. It 
is this portion of our population, the lowest income 
group, that has the highest incidence of disease and 
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the greatest birth rate. The population constituting 
the lowest third income group produces 50% of 
births. The argument of the A.M.A. that medical 
care in the United States is the highest quality avail 
able in the world, is conceded. Many contend that 
it is this high quality of medical care that makes it 
increasingly more difficult for many people to afford 
medicine. They point out that the old family doctor 
who really attended the patient from womb to tomb 
has practically passed out of the picture. In his place 
to administer to medical requirements are a host of 
specialists. Because this medical care is expensive to 
distribute, labor and farm organizations and social 
groups advocate compulsory health insurance that 
would make health services available to all without 
consideration to cost. These groups insist that often 
those who can least afford medical care are the 
people who need it most. 


In our consideration of health insurance pro- 
grams, we arc not concerned about the problems of 
medical practitioners. In our opinion, the medical 
profession will watch its own interests, even to the 
disadvantage of dentistry. 


In a compulsory health insurance program, den- 
tistry has different problems. orl pa is a pre- 
dictable hazard. Not more than ten percent of our 
people experience serious and expensive il!nesses 
each year. The majority of cases can be handled 
with a single or two visits to a physician and the 
dispensation of comparatively inexpensive drugs. 


The need for dentistry is predictable. Ninety-five 
percent of our people require dental care of one 
form or another every year. The provision of dental 
treatment is necessarily time-consuming and expen- 
sive. If appliances are required, the cost can exceed 
that of a major surgical operation. 


The need for medical care is preceded by “flash” 
signals. Pain is only one of the things that hurries 
the patient to the physician. The need for dental care 
is hardly ever felt. When pain does develop, treat- 
ments are usually too late and the tooth must be 
extracted. If dental caries were accompanied by. 
vomiting, the nation’s health bill might be cut in 
half. 

Without medical attention and with a minimum 
of home care, some sickness cures itself. Dental dis- 
eases are progressive. A decayed tooth never restores 
itself. Dental remedies deteriorate, therefore, main- 
tenance becomes an important consideration. 


Medical services are, in public opinion, synony- 
mous with health care. Dentistry has never been as 
well sold. The public accepts dentistry as a neces- 
sary evil and looks upon medicine as a gift from 
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God. If compulsory health insurance were effective 
tomorrow, it would be comparatively easy to deter- 
mine the necessary, additional medical personnel. 
Dentistry now administers to approximately twenty 
to twenty-five percent of our people. If dentistry 
were made everybody's free right, three or four 
times the present number of dentists would not be 
needed to handle the volume of work that would be 
created immediately. Because dentistry has not been 
properly sold, the demand for free service would be 
limited. An extensive educational campaign is re- 
quired before dentistry would be accepted at its true 
value even without cost. 


The twelve million men and women in the armed 
services have received dental education and dental 
care. None can fore-tell at the moment how effective 
an appreciation they have acquired for dental treat- 
ment. Noone can say with certainty what percentage 
of the twelve million will continue to demand den- 
tal treatment. 


Usually dentistry is given little consideration in a 
general health program. According to the report of 
the Committee to investigate the Cost of Medical 
Care, not more than 20% of our people receive den- 
tal treatment in any one year and 50% of the den- 
tists income is derived from 10% of our people in 
the highest income brackets. In Social legislation, 
the services of dentistry can therefore be disre- 
garded without arousing wide public disapproval. 
If dentistry is to be given proper recognition in 
these future programs, action must now be initi- 
ated by dentists. The public will not watch the 
interests of dentistry, nor will even physicians. 
Dentists must prove how much dentistry is neces- 
sary to health. They must also determine the most 
ethcicnt and satisfactory methods for distributing 
dental benchts in a health program. After deciding 
the amount of dentistry necessary to health, they 
must study the manpower required and available. 
With this information thcy can then tell the govern- 
ment the segment of the population they will be able 
to handle in the beginning of such a program. 


Most dentists who have studied the problem con- 
cede that in a compulsory health program, children 
should be the first recipients of dental care. Such a 
suggestion is, at best,.a temporary expedient. If the 
importance of dentistry to health is conclusively es- 
tablished, many will insist that consideration be 
given to the nceds of the productive adult popula- 
tion, and that benefits not be limited to children 
and indigents. A successful program fof children 
will impress the adult population and create a de- 
mand for inclusion in these benefits. England has 
long had a dental program for school children up 
to fourteen years of age. Upon reaching this age, the 
child is no longer eligible for school benefits and 


must then wait to qualify for National Health In- 
surance benefits at the age of 18. This age of 18 is 
not definite because some insurance companies im- 
pose a waiting period for dental benefits. The havoc 
wrought by dental neglect in the mouths of young 
people between the ages of 14 to 18, 19 and 20 
years, often destroys the value of the entire school 
program. The expense of rehabilitating these mouths 
is sometimes greater than would have been the cost 
of continued care. As a result of this great expense, 
National Health Insurance in Great Britain does 
not encourage conservative dental treatment. Seem- 
ingly, the insurance companies take the attitude that 
all tceth must eventually be lost. They encourage 
early extractions and allow payment for a poor type 
of replacement. 


Because the importance of dentistry was not suf- 
ficiently well established in Great Britain, dentists 
suffered. The compensation allowed dentists in Na- 
tional Health Insurance is inadequate to encourage 
an ideal type of dentistry. Furthermore, insurance 
regulations surround dentistry and dentists with 
specifications and conditions. The government in- 
sists, rightfully, that insurance’ patients receive an 
acceptable quality of dentistry comparable to that 
available in private practice. To guarantee this qual- 
ity of dentistry, it maintains supervisors and inspec- 
tors and certifies the materials that may be used. 


These inadequate dental fees are public informa- 
tion and have tended to lower the fees of private 
practice. The situation in England appears to argue 
against the reference of insurance patient to private 
practitioners. The many articles written in criticism 
of the British scheme would indicate that clinical 


facilities employing dentists on a salary basis could: 


be more satisfactory. 


Dr. Don MacQueen, in a paper "A Basic Pro- 
gram for the Protection of the Public and Dentists 
in Social Programs” (Dec. 1944 TIC) made these 
very pertinent suggestions: 


1. A definition of ‘dental care’ for a public 
health program must include the justification of 
complete dental care. If complete dental care can- 
not be justified, dentists making any other recom- 
mendation infer that dentistry is not truly a health 
service and that it has a substantial basis in its cos- 
metic appeal. 


2. Dentistry in a public health program should 
be administered through the medium of clinics by 
salaried personnel. The salaries should be sufh- 
ciently high to encourage the best practitioners. Dr. 
MacQueen insisted that clinics will protect private 
practice. 
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3. He advocated that a pilot program be insti- 
tuted immediately by dental societies to determine 
the cost of rendering complete dental care under 
ideal conditions through the medium of clinics. At 
the present time no figures are available on this im- 
portant subject except those that can be provided 
by army and navy dental clinics. 


If organized dentistry believes that health insur- 
ance is inevitable and that dental benefits must be 
included in health insurance, then it must immedi- 
ately inaugurate an extensive educational campaign 
to establish the intimate relationship of dentistry to 
general health. This recognition has never been es- 
tablished here or abroad. Such a campaign should 
be addressed first to dentists. Without the enthusi- 
astic support of the private practitioner, the effec- 
tiveness of the campaign will be minimized. It must 
be addressed to physicians, public authorities, in- 
dustrialists, insurance companies and others in a 
position to influence public opinion towards den- 
tistry. If the proper value of dentistry is accepted, 
then any health program to include dental benefits 
will be that much fairer to the profession and the 
public. Such a program should strive to place 
greater emphasis on the health services of dentistry 
and less on its cosmetic advantages. Continued at- 
tention to the mechanical and costly phases of den- 
tistry might create separate classes of dentists such 
as have existed in all of central Europe, and which 
may now be a possibility in England. 


If dentists would get the proper perspective of 
their position in these social programs they might 
infer that there is cause for concern on the part of 
dentists. Present social programs are designed to 
minimize insccurity for more of our people. The 
necd for cash bencfits for periods of unemployment 
and disability and for medical care, hospital and 
nursing arc regarded as threats to security. There- 
fore plans arc made to accommodate these benefits 
and those who will render them. 


Right now, the lack of dentistry is not considered 
a threat to sccurity. There is a growing appreciation 
by the public of the value of dentistry that can, with 
planned action by dentists, make compulsory health 
insurance an opportunity for dentistry to establish 
itself. Certainly, no good can come from indiffer- 
ence to this important problem and unwillingness 
to anticipate it. If provision is not made for the 
payment of dental benefits at the beginning of the 
plans, dentistry will suffer the fate of the profession 
in other countries. Dentistry will again be an ‘extra 
benefit’ to be paid from the funds that are left over 
after all other expenses. 
It is difficult to tell what social changes will follow 
this war, and how much the country will need a 
program of more adequate security. Those who con- 


tend that social programs which include sickness 
insurance represent a form of communism or fasc- 
ism, forget that all early social reforms were opposed 
by minorities with special interests. The early op- 
position to public education, the Workmen's Com- 
pensation Act, Child Labor, Forty Hour Week, and 
the present Social Security Act, is difficult to under- 
stand now that these laws have long been in effect 
and have proved their value. 


Those who advocate further social reforms are 
not all radicals intent upon the destruction of priv- 
ate enterprise. Many of them are alert students who 
fear wide economic dislocation after the war. They 
are thinking now of twenty-five to thirty million 
people who will face readjustment, a demobilized 
eight to ten million men and women who will want 
jobs, millions of elderly people who will be con- 
sidered too old for business and young people who 
will then be considered lacking in experience. Al- 
though taking into consideration the postwar for- 
eign market for American products and the tre- 
mendous buying and purchasing power here at home, 
these students are still willing to face facts as they 
might be at their worst. As the plans of private 
business succeed, adequate security, the second line 
of defense, will become less necessary. If, however, 
business falls short of its aims, this second line of 
defense may become a barrier against the rise of 
false leaders and minority persecutions such as oc- 
curred in Europe. Beveridge, you will remember, 
considered this same problem for Great Britain and 
presented his program as the alternative to com- 
munism. The extension of our Social Security Act 
might be a cheap price to maintain the American 
way of life. 


Today, social reforms include sickness insurance. 
There was a time when social reforms meant free- 
dom of speech, religion and press. Social reforms 
at one time meant the right to vote and meet in 
assembly. Our own Civil War was fought for a 
social reform. Later, social reforms were reflected 
in restrictions for privately owned utilities and 
safety regulations in industry. 


Present social reforms include health insurance. 
None knows where our thinking will take us to- 
morrow. Some industries are already considering a 
guaranteed minimum annual wage. As long as there 
is poverty and men of good seck methods to mini- 
mize its damage, there will be less glorification of 
“the survival of the fittest’” (or the shrewdest) and 
closer adherence to the Golden Rule. 


Dentists, in their planning have as an example, 
what has happened in every similar program abroad. 
“Only those who cannot remember the past are con- 
tent to repeat it.” 
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3. He advocated that a pilot program be insti- 
tuted immediately by dental societies to determine 
the cost of rendering complete dental care under 
ideal conditions through the medium of clinics. At 
the present time no figures are available on this im- 
portant subject except those that can be provided 
by army and navy dental clinics. 


If organized dentistry believes that health insur- 
ance is inevitable and that dental benefits must be 
included in health insurance, then it must immedi- 
ately inaugurate an extensive educational campaign 
to establish the intimate relationship of dentistry to 
general health. This recognition has never been es- 
tablished here or abroad. Such a campaign should 
be addressed first to dentists. Without the enthusi- 
astic support of the private practitioner, the effec- 
tiveness of the campaign will be minimized. It must 
be addressed to physicians, public authorities, in- 
dustrialists, insurance companies and others in a 
position to influence public opinion towards den- 
tistry. If the proper value of dentistry is accepted, 
then any health program to include dental benefits 
will be that much fairer to the profession and the 
public. Such a program should strive to place 
greater emphasis on the health services of dentistry 
and less on its cosmetic advantages. Continued at- 
tention to the mechanical and costly phases of den- 
tistry might create separate classes of dentists such 
as have existed in all of central Europe, and which 
may now be a possibility in England. 


If dentists would get the proper perspective of 
their position in these social programs they might 
infer that there is cause for concern on the part of 
dentists. Present social programs are designed to 
minimize insccurity for more of our people. The 
need for cash bencfits for periods of unemployment 
and disability and for medical care, hospital and 
nursing are regarded as threats to security. There- 
fore plans arc made to accommodate these benefits 
and those who will render them. 


Right now, the lack of dentistry is not considered 
a threat to security. There is a growing appreciation 
by the public of the value of dentistry that can, with 
planned action by dentists, make compulsory health 
insurance an opportunity for dentistry to establish 
itself. Certainly, no good can come from indiffer- 
ence to this important problem and unwillingness 
to anticipate it. If provision is not made for the 
payment of dental benefits at the beginning of the 
plans, dentistry will suffer the fate of the profession 
in other countries. Dentistry will again be an “extra 
benefit" to be paid from the funds that are left over 
after all other expenses. 
It is difficult to tell what social changes will follow 
this war, and how much the country will need a 
program of more adequate security. Those who con- 


tend that social programs which include sicknes 
insurance represent a form of communism or fase. 
ism, forget that all early social reforms were opposed 
by minorities with special interests. The early 
position to public education, the Workmen's Com. 
pensation Act, Child Labor, Forty Hour Week, and 
the present Social Security Act, is difficult to under 
stand now that these laws have long been in effec 
and have proved their value. 


Those who advocate further social reforms are 
not all radicals intent upon the destruction of priv. 
ate enterprise. Many of them are alert students who 
fear wide economic dislocation after the war. 
are thinking now of twenty-five to thirty million 
people who will face readjustment, a demobilized 
eight to ten million men and women who will want 
jobs, millions of elderly people who will be con- 
sidered too old for business and young people who 
will then be considered lacking in experience. Al 
though taking into consideration the postwar for 
eign market for American products and the tre 
mendous buying and purchasing power here at home, 
these students are still willing to face facts as they 
might be at their worst. As the plans of private 
business succeed, adequate security, the second line 
of defense, will become less necessary. If, however, 
business falls short of its aims, this second line of 
defense may become a barrier against the rise of 
false leaders and minority persecutions such as o¢- 
curred in Europe. Beveridge, you will remember, 
considered this same problem for Great Britain and 
presented his program as the alternative to com- 
munism. The extension of our Social Security Ad 
might be a cheap price to maintain the American 
way of life. 


Today, social reforms include sickness insurance 
There was a time when social reforms meant free 
dom of speech, religion and press. Social reforms 
at one time meant the right to vote and meet im 
assembly. Our own Civil War was fought for 4 
social reform. Later, social reforms were reflected 
in restrictions for privately owned utilities and 
safety regulations in industry. 


Present social reforms include health insurance. 
None knows where our thinking will take us to 
morrow. Some industries are already considering 4 
guaranteed minimum annual wage. As long as there 
is poverty and men of good seek methods to mint- 
mize its damage, there will be less glorification of 
“the survival of the fittest” (or the shrewdest) and 
closer adherence to the Golden Rule. 


Dentists, in their planning have as an example, 
what has happened in every similar program abroad. 
“Only those who cannot remember the past are com 
tent to repeat it.” 
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